Dacryocystitis is an infection of the lacrimal sac that is usually caused by obstruction of the nasolacrimal duct. We describe a case of iatrogenic dacryocystitis that occurred secondary to the presence of an impactedpieceof a metallic dilator in the lacrimalapparatus. The foreign body was detected on dacryocystography and removed during dacryocystorhinostomy. The patient recovered uneventfully.
Introduction
Epiphora is caused by a variety of conditions that affect tear production, tear flow,and the function of the eyelids. Lacrimal syringing and probing is a common procedure in ophthalmic clinics for both diagnostic and therapeutic purposes. It is generally performed with a double-ended stainless -steel dilator. Dilation sometimes effects a cure by releasing mucous plugs or concretions in the lacrimal drainage pathway,and it occasionally provides temporary relief in cases of stenosis of the punctum.
Dacryocystitis is an infection of the lacrimal sac that lies between the inner corner ofthe eyelids and the nose. It is usually caused by blockage of the duct that carries tears from the tear sac to the nose . Blockage may occur secondary to a malformation of the tear duct, injury, eye infection, or trauma. The blocked duct harbors bacteria and becomes infected. Dacryocystitis may be acute (sudden onset) or chronic (frequently recurrent) .
Patients generally present with intermittent epiphora, pain, and swelling in the medial canthal area.
We describe a case of iatrogenic dacryocystitis that occurred secondary to the presence ofan impacted piece of a metallic dilator in the lacrimal apparatus.
Case report
A 25-year-old woman presented with recurrent painful swelling in the left medial canthus. She had a history of recurrent left dacryocystitis of several years' duration. Her symptoms first began after she had undergone probing of the left nasolacrimal apparatus under general anesthesia during treatment for epiphora in the ophthalmology unit at another facility.
Dacryocystography (figure 1) and computed tomographie dacryocystogra phy (CT-DCG) (figure 2) showed a complete obstruction at the junction of the common canaliculus and the lacrimal sac. Imaging also detected ana tomic relations hips of th e lacrim al sac, the int ernal features of th e nasolacrim al apparatus (including th e degree of obstruc tion), an d the presen ce of coexistent pa ranasal sinus disease.' Our case also illustrates th e value of preop erative im aging in patients who are being co nside red for dacr yocystorhinostomy. In recent times, m agnetic reson ance im agin g with topical contrast has been shown to identify a blocked lacrimal apparatus .'
It would seem prudent to closely exam ine any instru-
Discussion
In a ser ies of 57 cons ecutive dacr yocystorhinostomies performed on patients younger th an 50 years, Jone s found that 40% of patients had na solacrimal blockage secondary to trauma, previous surgery, or congenital stenosis.' In the remaining 60% of patients, there appeared to be no obvious pr eop er ative caus e of obstru ction; of these patients, 65% were found to have dacr yoliths at surgery. Patients with lacrim al foreign bodies usually present with sym ptoms of part ial or int ermittent lacrim al sac obstruc tion and recurrent dacryocystitis.There app ear to be only2 prev iously reported cases ofexogenous for eign bodi es in th e lacrimal apparatus.P Our patient had been exper iencing epipho ra, which had been attributed to a blockage within th e naso lacrimal sac. It would appea r th at th e atte m pted dilati on under general anesthesia resulted in th e unrecogni zed displacem ent and impa ction of the m etallic nasolacrim al prob e, which in turn precipitated recurrent dacryocystit is.
Plain m acrodacr yocysto graphy an d CT-DCG ar e routine preoperative investigations in our institution for patients who are being assessed for endonasal nasol acrimal sur gery. These ima gin g studies reveal detail s of the an unid entified m etallic foreign body approxima tely 1 em in length within th e inferior can aliculus and supe rior portion of th e lacrim al sac.
A left endonasal dacryocystorhinostomy was performed. Th e frontal process of th e m axilla was fracture d with a 2-mm chisel and removed intran asally. Intraoperativel y,th e presence of fibro sis and granulation tissu e m ade it difficult to identify the lacrimal sac, so we used a fiberoptic canaliculus intubation set (Medtro nic Xomed; Jackson ville, Fla.) to localize it. The sac was inci sed, and th e foreign body was dissected from the granulation tissue ( figure 3 ). On close Fi gure 4. On examination, the l-cm object appears to represent the distal end of a silvernasolacrimal probe. ment used to probe the nasolacrimal apparatus following a procedure to minimize the possibility that a broken piece will be left behind, particularly in difficult cases. This is especially important when such a procedure is performed with general anesthesia. Silver probes are subject to repeated bending and therefore potential weakening. It would be sensible to discard them when distortion of their shape becomes evident. For patients who are undergoing revision surgery, the fiberoptic canaliculus intubation set can be a very useful tool for locali zing the lacrimal sac. Finally, radiologic investigations (e.g., CT-DCG) can play an important role in diagnosing the problem, especially in revision cases.
